Background: The quality of social and emotional wellbeing services for Indigenous families of young children is not known, in many settings especially services provided by primary care centers.
Background
Primary care providers work at the first level of the health system in clinics and health centers and include nurses, doctors and community health workers. Evidence is emerging about the potential for primary care providers to improve social and emotional wellbeing and long term neurodevelopmental outcomes in disadvantaged children [1] [2] [3] [4] . 'Child health checks' are a core component of primary care for Aboriginal and Torres Strait Islander (hereafter Indigenous) children across Australia [5] [6] [7] . The governments in all Australian states and territories advise primary care providers to administer at least one 'child health check' to each Indigenous child every 12 months [5, 6, 8] . The checks are standardised, based on best practice national guidelines, and include physical measurements such as weight and height, assessment of oral health, assessment of developmental milestones and discussion about social and emotional needs including: parent child interaction, physical and mental stimulation of the child, child behaviour, optimal domestic and social environment, housing and food security, and social and family support services [8] .
However, it is not clear how well social and emotional wellbeing services are being implemented in busy primary care settings, and there is little information about the implementation of social and emotional services for the families of the youngest infants who require the most support. Variation between urban, rural and remote locations is also unclear.
The Audit and Best Practice for Chronic Disease (ABCD) program is a continuous quality improvement (CQI) program for the prevention and management of chronic disease in Indigenous people in Australia [9, 10] . The program broadened its scope in 2007 to include maternal and child health, mental health and health promotion. By the end of 2014 ABCD and its service support organisation (One21seventy [11] ) had supported over 270 primary care centers across Australia. There are now data available from standardised audits of almost 15,000 clinical files of Indigenous children who attended primary care centers across Australia from 2007 to 2014.
The primary objective of this study was to use ABCD data from 2012 to 2014 to assess the delivery of social and emotional wellbeing services in Australian primary care centers to the families of young (3-11 months) and older (12-59 months) Indigenous children. The secondary objective was to assess if delivery differed by geographic location.
Methods

Study setting and design
This was a cross sectional study of client files from the 109 remote, rural and urban Australian primary care centers that participated in ABCD from 2012 to 2014. Key characteristics are presented in Table 1 .
Data collection
The ABCD program included annual audits of client files in all participating primary care centers [9, 10] . The audits were implemented by primary care center staff who had received standardised training with ABCD educators including assessment of interrater reliability [9, 10] . The training program was based on national best practice clinical guidelines and involved face to face training sessions using a standardised manual and data collection tool which are available online [10, 12] . Client files were eligible if the following criteria were met: i) child aged between 3 months and 14 years at the audit date; ii) child resident in the community for at least 6 months (or half of the time since birth if aged under 6 months); and iii) child had no major health anomaly such as heart defects or inherited disorders.
A random sample of at least 30 individual patient records were selected for audit from each health center. The auditors read each client file (electronic and paper) and recorded information in a standardised pre-coded data collection tool. Child characteristics included: date of birth, age, sex, Indigenous status, attendance at the primary care center in the previous 12 months, reason for the last attendance (acute care, health check, vaccination, other) and receipt of any child health checks in the last 12 months (Australian Commonwealth funded [Medicare 715] or other child health check). Health center characteristics included governance (Aboriginal community controlled health service or government operated), location (urban, rural or remote), and number of CQI audits the primary care center had completed.
The ABCD audit tool also included eleven pre-coded items about social and emotional wellbeing services ( Table 2 ). The auditors scored 'yes' in the audit tool if there had been any documentation in the client file in the last 12 months of: (i) assessment of parent child interaction (e.g. bonding, attachment, responsiveness); (ii) advice about: childhood domestic or social environment (e.g. violence, substance use, gambling); social or family support (e.g. other family members involved in care of child, attendance at parent groups, social worker involvement); finances (e.g. regular employment, social service payments, food cards); housing condition (e.g. overcrowding, water and sanitation); food security (e.g. food consumed in the last 24 h and in the last week); physical and mental stimulation (e.g. play, reading, attendance at play groups); child behaviour (e.g. sleep, crying, and temper tantrums); (iii) evidence of concern about: domestic or social environment; social or family support; housing condition; and food security; (iv) follow up or referral regarding concern about domestic or social environment; social or family support; housing condition and food security. Items were recorded as 'not applicable' if they were not specified in the national best practice guidelines for children of that age [5] [6] [7] . The items that were specified in the national best practice guidelines for all families of children aged between 3 and 59 months were advice about: physical and mental stimulation for children; domestic or social environment; social or family support and advice about housing condition.
Definitions
We defined a composite measure of social and emotional wellbeing care for the four items required in the national guidelines for all children aged 3-59 months i.e. advice provided at least once in the last 12 months about: domestic environment, social support, housing condition and child stimulation. The composite measure was scored as 'yes' if all four areas were documented in Vaccination the client file. We explicitly planned to only include items in the composite score that were required for all families of children under 5 years. The auditors read each client file (electronic and paper) and recorded information in a standardised pre-coded data collection tool for all (100%) of health centres which included the item in their best practice guidelines. We divided geographic location into three categories based on the Accessibility/ Remoteness Index of Australia (ARIA) [13] . ARIA data are split into five categories from least remote (1) (major cities) to most remote (5) (remote area communities). We defined 'urban' as ARIA category one, 'rural' as ARIA categories two to four and 'remote' as ARIA category five. The urban category was very small (Table 1 ) so we combined rural and urban into a 'non-remote' category for all statistical analyses.
' Any CQI participation' was defined as the completion of at least one ABCD audit. 'High CQI participation' was defined as completing three or more ABCD audits.
Statistical analysis
We only included the last audit conducted by each health centre between 2012 and 2014, so each health centre was only represented once within the time period and each client record was included only once in the analysis. All other records were excluded.
The primary outcome measure was the proportion of families which had received the composite measure of social and emotional wellbeing care. We calculated that our dataset of almost 2500 client files would provide 90% power to detect at least a 10% difference in quality of care for families of children aged 3-11 months and families of children aged 12-59 months. We assumed a 5% significance level, a baseline level of quality of care of 50% in families children aged 3-11 months and that the ratio between families of children aged 3-11 months and 12-59 months would be approximately 1:4 [14] .
The items assessed in this study are services provided for the whole client population of both well and unwell children. The denominator is the client population and the numerator is whether a problem is detected or not as a dichotomous variable. Crude and adjusted logistic generalised estimating equations (GEE) were used to examine the effect of age (3-11, 12-59 months) on the delivery of social and emotional wellbeing care and to account for loss of independence due to clustering. GEEs are a standard method widely recommended to account for loss of independence in regression models due to clustering [15] [16] [17] . Odds ratios (ORs) and 95% confidence intervals (95% CI) were calculated. Multilevel binomial models with an exchangeable correlation structure and robust standard errors were used with primary care center as the clustering variable. Multivariable regression models were constructed a priori to adjust for the effect of important explanatory variables: age, sex of child, geographic location, governance structure, CQI participation andk year of data collection. Similar methods were used to assess if effects differed by geographic location. Data analyses were conducted using STATA 13.1. 
Ethical approval
Results
There were 2466 client files of Indigenous children aged between 3 and 59 months from 109 primary (Table 1) . There was little difference in the characteristics of health centers that reviewed young (3-11 months) and older (12-59 months) children (Table 1 ). There were also few differences between the characteristics of health centers in remote and non remote locations and those that participated in one or more ABCD audits (Table 1, Additional file 1:  Tables S1-S4 ). All 100% (109) of primary care centers included the eleven age specific social and emotional wellbeing items Geographic location was not associated with quality of care (Tables 2 and 3 ). Families living in remote areas (32.6%, 622) had a similar composite measure to families living in rural (29.4%, 68) and urban areas (44.0%, 22) (aOR 0.64 95% CI 0.29, 1.44). Families attending centers with high CQI participation (completed three or more ABCD audits) had a similar composite measure (37.5%, 515) to families attending centers which had completed only one audit (23.7%, 81) (aOR 1.45 95% CI 0.61, 3.46) ( Table 2 ). In clinics with high CQI participation, delivery ranged from 11.1% (92) (advice about nutrition and food security) to 78.8% (830) (assessment of parent child interaction) ( Table 2) . Sixty two percent (62.5%, 922) of families received advice about stimulation of their child. Seventy five percent (74.7%, 618) received advice about child behaviour. 71% (126) of families received follow up care.
Only 4.5% (111) of families were reported to have concerns about domestic environment, 2.6% (63) had concerns about family support and 3.2% (80) had concerns about housing and food security (Table 4) . Two percent of families (56, 2.3%) had two or more concerns. Overall 92.8% (2288) of families were reported to have no concerns. Age of the child was not associated with reporting of concerns ( Table 4 ). The proportion of families who had at least one concern was also similar in remote (7.1%, 143) and non remote areas (7.7%, 35) and in centers with high and low CQI participation (Table 4) .
Discussion
To our knowledge, this is the first published report of the quality of social and emotional wellbeing services for families of young Indigenous children in primary care centers. In our study, Indigenous children aged less than 12 months appeared to receive priority for social and emotional wellbeing care but many children did not appear to be receiving services. There was little difference in the documentation of services in remote, rural and urban primary care centers.
In Australia, there are specific national guidelines for social and emotional wellbeing services in primary care centers [3, [5] [6] [7] [8] , and all our primary care centers used these best practice guidelines for social and emotional wellbeing care. However, social and emotional services did not appear to be well delivered in the primary care centers that participated in our study. Delivery ranged from 11% (advice about nutrition and food security) to 75% (assessment of parent child interaction). Only 55% of families received advice about stimulation of their child and 73% received advice about child behaviour. Almost 25% of families had no clinic follow up or referral for concerns about domestic environment, family support and financial situation, housing condition and food security.
Other Australian studies report even poorer quality of social and emotional wellbeing care [18] [19] [20] [21] [22] . Foe example, only 7-40% of women in urban and rural primary care centers in Western Australia received basic advice about family and social supports and maternal depression screening [19, 21] . In contrast, coverage of childhood services such as vaccination has consistently been above 92% at 12 months and 90% at 24 months in Australian Indigenous children [23, 24] . It is likely that families may value the provision of vaccinations more highly than social and emotional wellbeing services. Providers may also find it less challenging to provide a vaccination than to provide a lengthy consultation about social and emotional wellbeing. However, vaccination contacts provide opportunities for services such as anticipatory guidance and social support. The low proportion of families that received social and emotional wellbeing care in our study is disappointing and indicates that there are many missed opportunities for social and emotional wellbeing care in Australian primary care centers.
In our study, we reported better provision of social and emotional wellbeing care in younger (3-11 months) compared to older (12-59 months) children. Other studies have reported better timeliness and coverage in younger children [25, 26] . Low coverage of mental health services and social support for families of school aged children and adolescents has also been reported [27, 28] . However, there appear to be no other published studies that have assessed quality of social and emotional wellbeing services for young children in primary care settings. There are more data on the delivery of primary care services across differing geographic locations. Vaccine delivery, anaemia care and oral health care were reported to be better in small remote communities compared to urban areas [24, 26, 28, 29] . Australian health service providers report that this is due to better communication and engagement with smaller population cohorts [27, 30] . We reported no difference in the documentation of social and emotional wellbeing care across remote, rural and urban communities in our study. However, these analyses were under powered as only four urban and 14 rural clinics were included in our study. Our study had some limitations. We were only able to include information that was documented in electronic and paper files and we were not able to include observations or interviews with families or service providers. We had small numbers in some subgroups and statistical power was lacking in some analyses. The primary care centers were not randomly selected and participation was voluntary, thus families with fewer social and emotional problems may have attended our clinics. However, our study was designed to measure quality of care rather than disease burden, any selection bias is likely to be non differential, and strengths of our study include our large data set of over 2000 client files, the large number of participating centers and little missing data. We accounted for clustering using multilevel binomial models with an exchangeable correlation structure and robust standard errors were used with primary care center as the clustering variable. Crude and adjusted logistic generalised estimating equations (GEE) were also used to account for loss of independence due to clustering. GEEs do not include measures of 'goodness-of-fit' and estimates are sensitive to outliers [15] [16] [17] . However, we had no important outliers in our paper and we did not require measures of goodness of fit so we do not consider that these limitations are a problem in our paper. Finally, our definition of quality of care included the explicit delivery of care by a health service provider. This is consistent with the definitions provided by Donabedian in the 1980s and 1990s which are still used by many practitioners today [31, 32] .
Conclusions
In conclusion, our study clearly showed that the families of young Indigenous children receive priority for social and emotional wellbeing care in Australian primary care centers, but many Indigenous children do not receive services. There was little difference in services provided in remote, rural and urban primary care centers.
Our study has implications for policy and program development. In contrast to primary care services in many other countries, Australian Aboriginal community controlled health services have developed from models of comprehensive primary health care and the social and emotional wellbeing of families is at their center [33] [34] [35] . However, many Indigenous people have a high burden of physical and mental ill health and Indigenous health services have an important role in proving acute curative care [34] . Indigenous health services are busy places and primary care providers can find it difficult to perform all the preventive services that the clients need. Indeed, only 4% of Indigenous diabetes patients were recently reported to receive screening for depression in an urban Australian health service [36] .
Given these constraints, it is encouraging that all the primary care centers in this study included the national best practice guidelines for social and emotional wellbeing care and that important services such as advice about child stimulation, parent child interaction and child behaviour were included. However, implementation and documentation of social and emotional wellbeing care must improve in primary care centers that provide services to Indigenous families. This requires better resourcing, supervision and training to improve the multifaceted skills that are needed to provide these services. It also requires a greater indepth qualitative understanding of the perspectives of Indigenous families and service providers and the barriers to social and emotional wellbeing care for disadvantaged families. Our study also should be replicated in other primary care settings to understand if the delivery of social and emotional wellbeing services differs in populations with low and high levels of vulnerability.
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